Medical audit embraces professional, ethical, and financial standards in every stage of patient investigation and management. Quality assurance in histopathology falls within this broad remit. The need for quality assurance schemes is enshrined in the NHS review Workingfor patients" and is an important element of proposals for laboratory accreditation both in Great Britain and abroad.34 Medical audit is actively supported by the medical profession"7 and the principles behind it are both straightforward and widely understood. 8 Quality assurance schemes may be conveniently divided into two groups: internal quality assurance schemes (IQAS); and external quality assurance schemes (EQAS anonymity. In practice several participants ignore this and send in signed replies. At the start of the scheme a summary of the submitted diagnoses was distributed together with the preferred ("correct") diagnoses. After four circulations a formal marking system was introduced with retrospective marking of the earlier circulations. Each answer received a mark of 0, 0-5, or 1. Negative marking was not used. All marking and collation of results was carried out by the organiser. The distribution of scores and marks for each question are sent to the participants, allowing them to calculate their own personal total score. A breakdown of performance on an individual basis was not given.
Results A summary of the participants' scores and the level of participation is shown in table 2. The actual number of replies to each circulation is given in the first rank and this number, expressed as a percentage of the total of participants, is seen in the second rank. The mean reply rate was 66% of those expressing an interest in the scheme.
The mean score of each set was high (63-80%). In general there was a wide range of scores in each circulation. The scores in the eight sets correspond roughly to a normal or Gaussian distribution. This property aids statistical analysis, in particular the comparison of performance among different groups. It is also an indication that the selected cases are likely to be of appropriate difficulty.
SELECTION OF CASES
The success of the scheme is hinged on the cases submitted for examination. They must reflect the normal departmental workload and, while being acceptable to the participants, must attain an appropriate level of difficulty.
Any individual case or set of cases will fulfil these criteria to a greater or lesser degree.
The anatomical site of origin of all our cases is given in table 3. The distribution reflects the working situation, but possibly with a bias to areas where diagnostic problems more frequently arise. Table 4 illustrates the range of material and preferred diagnoses for slide set 6, which we regard as representative ofour scheme. Cases 1, 2, 4, 7, 8 and 9 are, in our opinion, the most discriminatory. Cases 3 and 12 were answered correctly by all respondents and are therefore non-discriminatory. As in these cases their suitability only becomes obvious after marking and analysis of the results. Case 5 we would regard as too difficult for discriminatory purposes, but it is of educational value. The EQA forum recommended that in cases where genuine differences of opinion occurred the help of a recognised expert should be sought. In cases In case 8 the original pathological diagnosis on the evidence of the cervical biopsy specimen was that of carcinoma. At hysterectomy this diagnosis was rejected and the lesion was 
NOMENCLATURE
Throughout the scheme a lack of uniformity in terminology has presented problems which may be reflected in working practice. An example is given in table 5. Eight of the 23 respondents gave the diagnosis of carcinosarcoma leaving 14 different diagnoses from 15 pathologists.
SCORING SYSTEMS
A comparison of the positive scoring system used throughout the scheme with a punitive negative scoring system and a weighted marking system is shown (figure) using data from set 8. The rank under a positive scoring system is plotted on the x-axis. The actual score minus the mean (s-x) is plotted on the y-axis. Changes of rank order as a result of using a different scoring system occur where any plotted lines cross. It can be seen that the different systems do not significantly alter outcome, but exaggerate differences at the upper and lower ends of the scale.
Discussion
The introduction of a voluntary EQA scheme in the east of Scotland has been greeted with enthusiasm by most consultant histopathologists in the area. Over the four year period interest has been maintained and the participation level has remained steady. Support for the scheme has been stronger in the four nonuniversity departments. The scheme has been set up and developed with modest administrative effort and minimal cost, with the EQA forum protocol as a starting point. The chief deviation from the protocol has been the introduction of local coordinators and consequent distribution of the administrative load.
To what extent does the scheme achieve the stated aims of the EQA forum and what is its role in audit and maintaining standards? Our scheme has adequately fulfilled the role of continuing education and to an extent this overlaps with the operation and aims of a slide club. In particular, the inclusion of unusual and recently described entities has been important, but the use of single haematoxylin and eosin slides is an obvious limitation. The scheme is only of indirect relevance to laboratory organisation and management. The contribution of an EQA scheme to reducing health care costs, although laudable, cannot be reliably assessed.
The aim of maintaining and improving standards of diagnostic accuracy are the most difficult to address and form the focus of the controversy surrounding EQAS in histopathology.9 Quality assurance is a measure of outcome. ' The possible introduction of a compulsory EQAS in histopathology raises several problems, and would necessarily differ from the voluntary scheme described above in a number of areas. Administration would be more complex, both to maintain absolute confidentiality and to avoid collusion between pathologists. This would require formal funding and supervision by a recognised body. Despite the recent emphasis laid on medical audit it is apparent that appropriate funding may be difficult to obtain.'0 Selection of cases would be more complex due to the requirement to cater for differing degrees of subspecialisation and other commitments.
We believe that the EQAS outlined in this paper has a role in quality assurance and in continuing education, although we accept its limitations. The process of histopathological diagnosis is so fundamental in our specialty that it warrants separate consideration. The EQA forum model provides a suitable basis for this process and we have shown that it can be adapted to suit local circumstances. Ideally, this type of scheme would run alongside a locally organised IQAS which concentrates on the day to day running of a laboratory.
Participation in EQA in some form will probably become a contractual obligation for consultant staff and this is implied in the NHS review.2 It is also stated that "professional leadership is essential" and that "the quality of medical work can only be reviewed by a doctor's peers". Participation in a recognised EQAS may be required for accreditation of laboratories and we would regard the above scheme as suitable for this purpose. In what is likely to be an increasingly competitive and possibly commercial future for laboratories it is important that diagnostic pathologists should adopt an urgent and positive attitude towards EQA schemes.
